ABSTRACT
INTRODUCTION
Septic bursitis is not common. Prepatellar and subcutaneous infrapatellar bursae are usually affected by bacterial infection because of their superficial location. Local cutaneous trauma can lead to direct inoculation of the bursae with normal skin flora. Some occupations are known to have increased risk factors for direct trauma, such as mechanics, carpenters and farmers. The main pathogen for septic bursitis is coagulase-negative staphylococcus aureus, which is responsible for around 80% of cases (1) . The other reported pathogens are streptococcus species (Group A β-hemolytic streptococcus being the most common), staphylococcus epidermidis, candida, escherichia coli, enterobacter, sporotrrichosis and enterococcus faecalis (1) (2) (3) (4) . MRI shows typical T1 and T2-weighted of fluid within the bursa. Chronic bursitis complicated by haemorrhage and calcification has a more complex and varied appearance on MR im-tected postoperatively and the patient was discharged 10 days after the operation. The patient had 100 degree flexion and full extension after 45 days postoperatively, and he continued to work as a farmer.
DISCUSSION
The prepatellar and the subcutaneous infrapatellar bursae are synovial-lined structures which are not connected to the knee joint. They minimize friction between the bone and patellar tendon. The prepatellar bursa is located between the patella and subcutis (10) . Subcutaneous infrapatellar bursa is located around the insertion of the patellar ligament. The prepatellar and subcutaneous infrapatellar bursae are not usually visible on MR imaging, because they are collapsed and contain a small amount of fluid. When inflammation of these structures occurs they become oedematous and visible due to the increased water content (11) (12) (13) . Fluid is demonstrated by low signal intensity on T1-weighted, and high signal intensity on T2-weighted images. Although simple bursitis has a well-defined capsule, the lesion in chronic bursitis can appear less well defined due to the inflammation of the surrounding tissues (11, 13) . Simple prepatellar bursitis, also known as housemaid s knee , is described as an excessive amount of fluid in the bursal space due to inflammation (10, 14) . and it is easily diagnosed clinically and by MRI with the typical T1 and T2-weighted of fluid within the bursa. Direct and repeated trauma can result in haemorrhagic bursitis (12) . The appearance of haemorrhagic bursitis on MR imaging aging and makes it difficult to distinguish from other soft tissue masses such as a synovial sarcoma (5-9). We report a case of chronic complex septic bursitis due to Staphylococcus aureus and Klebsiella, located anterior to the knee, mimicking a soft tissue mass. To our knowledge Klebsiella septic bursitis has not been reported before.
CASE
A 71 -year-old male was referred to our orthopaedic clinic with a history of pain and swelling of his right knee which had become progressively more uncomfortable and prominent over the past 20 years. He recalled that a horse bite had started the process. Physical examination revealed an ulcerating and local erythema, 13x12x10 cm, soft tissue mass arising anterior to the patella which mimicked a soft tissue tumour at first sight ( Figure 1 ). The mass appeared to be adherent to deep tissue. He had 30-degree flexion of his right knee and walked with a tentative gait, limited by pain when trying to flex the knee. Several times over the course of 20 years the patient had punctured the lesion with a needle to decompress the cavity in order to feel comfortable. Complete blood count and serum chemistries were within the normal range. Erythrocyte sedimentation rate was 52 mm/hr. He was afebrile. An x-ray of the knee showed a large soft tissue mass arising in the subcutaneous tissue anterior to the patella of the right knee. Magnetic resonance imaging (MRI) of the knee demonstrated a soft tissue mass anterior to the patella. The lesion was isointense with muscle but had heterogeneous areas on T1-weighted , short T1 inversion recovery (Figure 2a) . The patellar tendon was displaced posteriorly by the tumour mass. There was no osseous, muscular or tendinous invasion. Contrast enhanced images showed some peripheral and nodular enhancement at the margins of the prepatellar structure without evidence of septic arthritis or osteomyelitis, suggesting inflammatory change at the margins and central necrotic/cyst formation (Figure 2b ). This encapsulated rounded mass was excised en bloc, including the bursa and the covering skin. Upon incision of the mass, a haemorrhagic and purulan material filling multilocated cavities was noted. The defect was closed with a split thickness skin graft (Figure 3) . Culture from the synovial fluid yielded coagulase-negative Staphylococcus aureus and Klebsiella. No further evidence of infection was de- differs from that of simple bursitis. The more heterogeneous appearance on MR imaging is due to the constitution of blood and blood products, fluid and inflammatory changes. The authors are unaware of previous reports of septic bursitis associated with haemorrhagic bursitis in English language literature.
Synovial sarcoma is frequently found in close relationship to bursae, tendons and capsules of large joints (9) . It is usually associated with pain and functional impairment of the related joint. On radiographs the lesion appears as a well defined round or lobulated soft tissue mass (6, 7) . The appearance of synovial sarcoma on MR imaging has been described as heterogeneous on T2-weighted imaging with both high and low signals and isointense to muscle on T1-weighted imaging with intermediate signals. High signals on T2-weighted images show a resemblance to haemorrhage and cysts (10, 11) . Synovial sarcoma may demonstrate a multilocular configuration with internal septation (15) . The margins are often poorly defined or infiltrating, but may be well defined (15, 16) . In our case the size of the lesion, the heterogeneous appearance on MR imaging and the soft tissue oedema with apparent ulceration through the skin surface, was suspicious of a malignant process. Both human and animal bites have a high risk of infection but human bites are more dangerous since human oral flora is rich in aerobic and anaerobic micro-organisms (12, 13) . However, Klebsiella is not often encountered after either human or animal bites. In our reported case we do not know if Klebsiella was the main pathogen or had entered the lesion within the last 20 years during one of the attempts to puncture the lesion with a needle. Chronic ulcerations may complicate to become squamous cell or basal cell carcinoma over a period of time (16) . Pathologic examination of the lesion did not demonstrate carcinoma in our case. Although septic bursitis usually involves prepatellar and infrapatellar bursa, the duration and size of the lesion, the heterogeneous appearance on MR imaging and soft tissue oedema with apparent ulceration through the skin surface together with Klebsiella as a pathogen make the lesion interesting.
